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We read the article written by Zarour et al. with great inter-
est [1]. Traumatic bowel injury (both penetrating and blunt) is a
signiﬁcant cause of mortality [2]. Patients with severe or
obvious solid organ injury, and who are hemodynamically un-
stable, have a straightforward diagnostic evaluation and require
urgent treatment (e.g. laparotomy or angiographic emboliza-
tion). Stable patients with less severe or less obvious solid organ
injury require an abdominal CT, which is the reference standard
diagnostic tool to identify abdominal injury [3], as these pa-
tients may still have clinically signiﬁcant abdominal injury and
thus any delay in the diagnosis and treatment signiﬁcantly in-
creases their likelihood of morbidity and mortality [4,5]. In their
article Zarour et al. propose, what they describe as, a “novel”
and “practical” scoring system for early diagnosis of trauma
bowel injury in hemodynamically stable patients without any
obvious organ injury [1]. We commend the authors for their ef-
forts, however we question whether their scoring tool is really
necessary.
Their scoring system, arbitrarily called ‘Z-Score’ and based on
clinical and radiological ﬁndings by CT scan, ranges from 0 to 14.
They conclude that a Z-Score >9 is highly sensitive (96.7%) and
speciﬁc (97.4%) for selecting stable patients with bowel or mesen-
teric injuries for exploratory laparotomy [1]. The premise in
formulating such a scoring system seems to have come from an
article which reported that CT imaging in isolation cannot be
used as a screening tool in patients with hollow viscus injury
[6]. In this retrospective study, the radiographer was blinded to
the clinical ﬁndings and tried to re-evaluate the radiological ﬁnd-
ings alone. The sensitivity and speciﬁcity of predicting hollow
viscus injury with CT scan alone was 55.33% and 92.06% respec-
tively. They concluded that the decision to operate in hollow
viscus injury has to be a combination of clinical ﬁndings together
with radiological evidence [6]. However, in practice, clinical and
radiological ﬁndings are naturally intertwined to determine a
course of action, and so the use of a scoring system is not novel
in this regard.
Moreover, other studies have reported similar sensitivities and
speciﬁcities of (97%e98%) with helical CT scans when used as an
adjunct to physical examination at the initial assessment of stable
patients with blunt abdominal trauma [7,8].Whilewe acknowledge
that the reported accuracy rates of other studies have ranged from
84% to 99% in the detection of hollow viscus injury in bluntDOI of original article: http://dx.doi.org/10.1016/j.ijsu.2014.01.011.
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1743-9191/© 2014 Surgical Associates Ltd. Published by Elsevier Ltd. All rights reservedabdominal trauma, this discrepancy may be related to variations
in radiological techniques in addition to differences in radiological
equipment between centers [9], rather than an unreliability of CT in
detecting signs of traumatic bowel injury in patients as the authors
suggested [1]. Therefore, wewould argue that the use of the scoring
tool described by the authors is unlikely to change the outcomes of
stable patients with traumatic abdominal injury in prospective
studies. However, as this type of injury has the potential to be fatal,
we encourage the authors to pursue further research into this area,
in the hope that they will cast a clearer image in the role of CT in
diagnosis.
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